The report also suggested that 'the difficulties seen in a multidisciplinary approach are more attributable to interpersonal jealousies than to anything more solid'. These jealousies may arise from such issues as the challenge to the traditional supremacy of doctors, the increasing assertiveness of nurses, the development of new psychological treatments, and the creation of new professional roles, such as the nurse practitioner.
An understanding of the role of all members of the team is obviously a fundamental requisite in establishing patient education strategies, to enable members of the team to trust the professional expertise of the other members. Brunner and Huffington4 used experiential techniques to show that occupational therapists, for example, felt that they were a group that was misunderstood and abused by other team members, who merely used them '. . . to keep patients quiet by weaving baskets'. It is easy to find many more examples of inappropriate referral within a team from one professional to another-perhaps the most common is the inappropriate referral for physiotherapy. Such referral is a waste of already overstretched resources and, additionally, sends patients a double message, completely negating the efficacy of the education programme, and perhaps giving unrealistic expectations of the possible results of treatment.
Coordination of patient education strategies Shared care of patients with rheumatic disease is often current practice. This obviously offers a more complete and comprehensive approach to care but may m-ean that diverse information is given to them. Careful planning is needed in establishing education programmes as all too often these programmes are seen just as the domain of hospital therapists. This is unrealistic as the major proportion of patients' time is spent in the community where they seek advice from a whole plethora of different health personnel. For example, one patient may require treatment in the hospital outpatient department by a-rheumatologist, physiotherapist, nurse specialist, occupational therapist, and dietician. In the community the patient may also be treated by a general practitioner, practice nurse, district nurse, chiropodist, and pharmacist. The list is exhaustive with the poor patient as the central pivot around which all these professionals give a slightly different slant to the problem in hand. Care must also be taken when eliciting the meaning of the neighbourhood nursing review,7 which mentions the nurse practitioner movement in America. Bullough has indicated that some American nurses practise as substitute doctors, diagnosing and treating patients, whereas others expand and advance the role of nursing rather than adopting a medical model. 9 The perplexities of the specialist role nationally are reflected in the job vacancy columns, where all to often it seems that the 'left overs' are brought together under the fancy title, 'specialist nurse'. There is a need, therefore, to define clearly the term 'nurse specialist'. Perhaps the way forward is to define the role of clinical nurse specialist and nurse practitioner separately.
In the United Kingdom the role of clinical nurse specialists has been developed in many instances medically or with emphasis on a particular disease. Nurses, through advanced study and training, acquire knowledge above that expected of general nurses, which enables them to consider various alternatives when explaining the condition of a patient, predicting the future course of events, and prescribing nursing actions. In this country the work of clinical nurse specialists in diabetes nursing, psychiatry, and stoma care is perhaps the best known.
The rheumatology nurse practitioner role in the United Kingdom is complex and confusing as all too often this title is given to posts derived from a medical need and therefore focuses on signs, symptoms, pathology, prognosis, and the course of diseases. This disease oriented approach attends to the structure and functions of the body rather than to the total patient. This role has been most effective when it has developed out of patients' needs. Thus, for example, Stillwell showed that the therapeutic value of the service of the nurse practitioner in general practice was different from but complementary to that of the general practitioner.'0 Burke-Masters describes another such example" among homeless and destitute men denied access to proper primary care by general practitioners. The need of these patients was the impetus for the development of her role as a nurse practitioner within the primary medical care project in the East End of London.
It is important to remember that only nurses who hold the responsibility for a complete caseload of patients are nurse practitioners in the truest sense of the word. One or two posts exist in rheumatology but, generally, they are rare. The use of such nurses in rheumatology is growing nationally, however, and interestingly, many of these posts originated owing to patient need"2-demands for information on the rheumatic diseases were increasingly made of already overstretched rheumatologists by patients attending outpatients. Only a small number of nurse practitioners in rheumatology provide a link between hospital and community and coordinate an effective extended team approach to patient education, however.
Metrologists
Metrologists should also play a significant part in patient education as they not only have the opportunity to discuss with patients the nature of proposed treatments but can also demonstrate the efficacy of treatments with subjective clinical assessments. Metrologists enable patients to feel that they are fully involved with the course of treatment with some say in its effectiveness, thus returning some control to the patients. Lack of control is often considered a major problem by those with a chronic disease.
This role is an interesting one as it is often carried out by different health professionals, such as occupational therapists, physiotherapists, and nurses. There is a division of opinion as to which group provides a more subjective assessment. Some think that it is difficult for nurses to be subjective as they have too great an understanding of pharmacology and therapeutic response. The metrologist and the nurse practitioner should work extremely closely as they perhaps will be the health professionals who will carry out the most intensive part of individual education programmes in the hospital outpatient department, general practitioner's surgery, and in the patients' homes.
Extended team
As previously stated unless interprofessional jealousies are guarded against the process of patient education will be severely interrupted. The team should frequently reappraise its education philosophy to allow efficient overlap of expertise rather than conservative protection of role definition. The qualities and experience of individual professionals should be taken into account alongside the realistic time allowance each member can put into the programme.
This networking and interlocking between health professionals can save much confusion for patients. For example, the patient who is being helped to understand the nature and course of his osteoarthritis and the realistic treatment options can be prescribed a simple analgesic by his doctor, who gives a simple explanation of the differences between these and non-steroidal anti-inflammatory drugs. The patient then sees the nurse specialist, who reaffirms this information, describes the disease, assesses the patient's body weight, and asks the dietician to advise on a reducing diet. The nurse can then provide support to aid compliance. The nurse can teach the patient about the importance of keeping muscles toned and, if necessary, refer the patient to a physiotherapist, who will assess and determine the individual treatment programme and carry it out. The physiotherapist's treatment will centre very much on education, and the patient can then pass back to the care of the nurse for reinforcement of this treatment regimen.
Sadly, this example of good practice for patients with osteoarthritis is not always followed for reasons which are often complex and controversial. All too often a general practitioner or the media might have given this patient unrealistic expectations of his hospital consultation. The patient will perhaps arrive in the hospital outpatient department expecting the rheumatologist to have a super new wonder drug up his sleeve for the treatment of osteoarthritis or may think that a course of physiotherapy will arrest the disease and remove symptoms. Published reports often state that patients recall most easily information they consider to be important. Therefore it is vital to try to change or to modify patients' initial unrealistic expectations of outcome or treatment available. A treatment such as physiotherapy, for example, should not be used simply because it is difficult to send patients away without anything. Such a practice renders the education programme useless and causes other team members considerable management problems in the future.
Patients' problem areas The team will have to assess each patient's individual educational needs holistically as many of the patient's sociological, ethnic, and environmental needs must be considered to enable a suitable plan of care to be drawn up.
The response to illness differs greatly between patients. Mechanic Gagne'17 proposes eight categories of learning, the simplest of which is the development of involuntary behaviour through classical conditioning. He suggests that a subject needs to progress through each category successfully before achieving the next level. In other words a patient at the start of education merely recognises and responds to stimuli and then proceeds to more complex forms of learning, such as verbal associations, differentiation of stimuli, concept forming, and problem solving.
MOTIVATION
Health professionals playing a part in patient education programmes need to understand the motivations of human behaviour. Many different theories of motivation have been proposed. A -cognitive theory of motivation has been put forward by Weiner,'8 who suggests that people are considered as active participants in creating their own motivation through the desire to learn or in the anticipation of learning.
Application of a theory such as that of Weiner to the education of a patient with rheumatic disease means that health professionals need to ascertain that there is some degree of need to learn and that this need requires a response such as education to ease the tension. Anxiety is a response to this need and if excessive may be detrimental to learning.
Psychologists describe two types of motivation: (a) intrinsic motivation, which is responsible for behaviour patterns which continue without reinforcement or reward and (b) extrinsic motivation, which persists for only short periods after reinforcement stops if motivation has not become intrinsic. Clearly, therefore, there is an urgent need to encourage patients with rheumatic disease to develop intrinsic motivation. Coutts and Hardy'9 clarify the two types of motivation still further by suggesting: 'The distinction between the two types of motivation helps to explain the low rate of compliance with prescribed regimens. In hospital, reinforcement is provided by health care workers, the patient complies and rarely has the opportunity to create his own motivation by considering his health problem and its effects. With the withdrawal of reinforcement out of hospital, the desired behaviour is likely to stop unless the patient has internalised the motivation'. Motivation should therefore be assessed early on in the treatment of a patient. Many health professionals have had experience of this type of communication problem, which is often picked up some time after a clinic visit-for example, when the occupational therapist is treating the patient at a later date. This means that the patient has probably been worrying over the problem and not seeing the doctor for another few months has taken the first opportunity to ask another member of the team. Much time and anguish could be saved if the team worked out a common approach and gave the patient a point of contact if worriedfor example, the specialist nurse.
Effective communication from the team should be therapeutic in itself. Gazda25 suggests that communication is a three phase cycle: facilitation, transition, and action. Within the cycle perhaps the most important phase is the foundation of the therapeutic relationship-that is, the facilitation phase. The essential features ofthis are talking, and listening in an empathetic, warm, non-directive, and non-judgmental way. Anxiety is then reduced and the patient is helped to feel relaxed, ask questions, and release emotion.
The challenge of identifying communication barriers should be taken up by every member of the educating team. Increased skill and awareness by all members of the team is important. Ewles 
CONTROL
The word control should feature strongly when health professionals are developing their skills in patient education. Many patients experiencing the trauma of discovering that they have a rheumatic disease, with the implications of possible chronicity, disability, and pain, feel that they have lost or are losing control of their lives. It might be suggested that one of the main objectives in educating patients with rheumatic disease is to give them an understanding of the disease process, its management, and the way in which they can adapt their lives to the illness. Arluke27 in a study of elderly people with arthritis came to the same conclusion and saw the concept of care as going some way towards providing patients with help in their struggle to regulate and keep control of their lives.
